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Abstract  
Background: Amid increasing concerns about rising obesity rates and unhealthy lifestyle behaviours, 
physical activity (PA) is seen as a prophylactic to many chronic conditions affecting men. Men respond 
best to community-based PA programmes, using gender-specific promotional and delivery strategies. 
 ‘DĞŶŽŶƚŚĞDŽǀĞ ? ?DKD ?ǁĂƐĚĞǀĞůŽƉĞĚŽŶƚŚŝƐďĂƐŝƐĂŶĚƚĂƌŐĞƚĞĚŝŶĂĐƚŝǀĞĂĚƵůƚŵĞŶŝŶ/ƌĞůĂŶĚ ? 
Methods: Sedentary men (n=927; age=50.7±10.9yr; Weight=92.7±16.0kg; METS=6.06±2.13) were 
ƌĞĐƌƵŝƚĞĚĂĐƌŽƐƐ ?ĐŽƵŶƚŝĞƐ ? ? ‘ŝŶƚĞƌǀĞŶƚŝon group ? ?/' ?ŶA? ? ? ? ? ?ĂŶĚ ? ‘ĐŽŵƉĂƌŝƐŽŶ-in-waiting group ?
(CG; n=426). The MOM programme involved structured group exercise twice weekly for 12 weeks, 
along with health-related workshops with the groups maintained up to 52W. Primary outcome 
measures (aerobic fitness, bodyweight and waist circumference (WC)) together with self-administered 
questionnaires were used to gather participant data at baseline, 12, 26 and 52 weeks (W). 
Results: Results show a net positive effect on aerobic fitness, bodyweight and WC, with significant 
(p<0.05) net change scores observed in the IG compared to the CG (METS: 12W=+2.20, 26W=+1.89, 
52W=+0.92; Weight: 12W=-1.72kg, 26W=-1.95kg, 52W=-1.89kg; WC: 12W=-4.54cm, 26W=-2.69cm, 
52W=-3.16cm). The corresponding reduction in cardiovascular disease risk is particularly significant in 
ƚŚĞĐŽŶƚĞǆƚŽĨĂƉƌĞǀŝŽƵƐůǇŝŶĂĐƚŝǀĞĂŶĚŽǀĞƌǁĞŝŐŚƚĐŽŚŽƌƚ ?dŚĞŚŝŐŚ ‘dropout ?(42.7% presenting at 
52W) however, is of particular concern, with  ‘dropouts ?ŚĂǀŝŶŐ ůŽǁĞƌ ůĞǀĞůƐŽĨĂĞƌŽďŝĐ ĨŝƚŶĞƐƐ and 
higher bodyweight/WC at baseline. 
Conclusions: Notwithstanding dropout issues, findings address an important gap in public health 
practice by informing the translational scale-up of a small controllable gender-specific PA intervention, 
MOM, to a national population based PA intervention targeting inactive men. 
 
 
 
Key Words: DĞŶ ?Ɛ,ĞĂůƚŚ ?'ĞŶĚĞƌ ?ŽŵŵƵŶŝƚǇ ?WŚǇƐŝĐĂůĐƚŝǀŝƚǇ 
Introduction  
'ůŽďĂůůǇ ?ĐŽŶĐĞƌŶƐĂďŽƵƚŵĞŶ ?ƐŚĞĂůƚŚŚĂǀĞĐŽŵĞƵŶĚĞƌŝŶĐƌĞĂƐĞĚƉƵďůŝĐhealth scrutiny (1 W4); across 
the western world, men have a lower life expectancy than women (4,5) and have higher death rates 
for most of the leading causes of death and at all ages (4,5) ? dŚĞ ĞŵĞƌŐŝŶŐŽďĞƐŝƚǇ  ‘ĞƉŝĚĞŵŝĐ ?ŽŶ
international public health agendas (4), is also evident in Ireland, particularly among men (6). Male 
obesity has more than tripled since 1990 (7) ǁŝƚŚũƵƐƚ ? ?A?ŽĨŵĞŶŝŶ/ƌĞůĂŶĚŽĨ ‘ŶŽƌŵĂů ?ǁĞŝŐŚƚ (8). 
Obesity is linked to cardiovascular and metabolic disease, musculoskeletal problems, decreased 
physical function, and cancers (9). Notably, central adiposity, which is specific to men (10,11), is more 
relevant than total body fat in assessing obesity and in predicting associated health risks (12,13). There 
is also an important gendered-dimension to obesity; unlike women, overweight/obese men tend to 
be unconcerned about excess weight until it has reached obesity proportions or has become 
associated with obesity-related co-morbidities (14). 
Physical activity (PA) is a prophylactic to many chronic conditions affecting men (15,16). However, a 
high percentage of men in Ireland become less physically active with age and lead inactive lifestyles 
(8). IrĞůĂŶĚ ?ƐWŐƵŝĚĞůŝŶĞƐ(17) follow those defined by the World Health Organisation (WHO). Whilst 
not accounting for gender, there is increasing support for gender-specific approaches to increase PA 
ůĞǀĞůƐĂŵŽŶŐŵĞŶ ?EŽƚĂďůǇ ?/ƌĞůĂŶĚ ?ƐEĂƚŝŽŶĂůDĞŶ ?Ɛ,ĞĂůƚŚWŽůŝĐǇƐƚƌĞƐƐĞƐƚŚĞŝŵƉŽƌƚĂŶĐĞŽĨWĂƐĂ
hook in the ĚĞǀĞůŽƉŵĞŶƚŽĨ ‘ŐĞŶĚĞƌ-ƐĞŶƐŝƚŝǀĞ ?ŚĞĂůƚŚƉƌŽŵŽƚŝŽŶŝŶŝƚŝĂƚŝǀĞƐĨŽƌŵĞŶ(18), whilst the 
ƌĞĐĞŶƚ t,K ŵĞŶ ?Ɛ ŚĞĂůƚŚ ƐƚƌĂƚĞŐǇ ŝĚĞŶƚŝĨŝĞƐ ƌĞĐƌĞĂƚŝŽŶĂů ĂŶĚ ƐƉŽƌƚƐ ƐĞƚƚŝŶŐƐ ĂƐ ƉĂƌƚ ŽĨ  ‘ŐĞŶĚĞƌ-
ƚƌĂŶƐĨŽƌŵĂƚŝǀĞ ?ŚĞĂůƚŚƉƌŽŵŽƚŝŽŶĂƉƉƌŽĂĐŚĞƐƚŽĞŶŐĂŐŝŶŐŵĞŶ(3). 
Evidence suggests that gender-specific strategies related to community-engagement, programme 
development & delivery, partnerships and capacity-building (19 W21), are necessary in creating 
sustainable health promotion activities that appeal to  ‘ŚĂƌĚ-to-ƌĞĂĐŚŵĞŶ ?(22) ?Žƌ ‘ŚĂƌĚ-to-engage-
ŵĞŶ ?(23). Specifically, community-based interventions work best when they; use sports related 
stadiums/venues and associated branding as a hook; consult with men in setting out clear and tangible 
goals; create a safe, positive group dynamic that prioritises individual needs; use incentives; provide 
programmes free of charge or at minimal cost; and offer programmes outside of regular work hours 
(which enables unemployed men to engage without facing the stigma associated with being 
unemployed) (24).  
Despite this evidence, creating the right interventions in the right environments that engage men has 
proved difficult (1). A Lancet report highlights that the effectiveness of PA interventions hinges upon 
more holistic approaches that address the determinants of PA at individual, behavioural, social, 
environmental, and policy levels (25). However, this ideal can be challenging to translate within the 
ƌĞĂůŝƚŝĞƐŽĨƉƵďůŝĐŚĞĂůƚŚƉƌĂĐƚŝĐĞ ?ƉĂƌƚŝĐƵůĂƌůǇǁŚĞŶĞŶŐĂŐŝŶŐ ‘Ăƚ-ƌŝƐŬ ?ƐƵď-groups.  
Building ƵƉŽŶƚŚĞƐĞŐƵŝĚŝŶŐƉƌŝŶĐŝƉůĞƐĂŶĚƐƚƌĂƚĞŐŝĞƐ ? ‘Men on the Move ? (MOM), was funded by the 
Health Service Executive (HSE) in Ireland as a gender-specific community-ďĂƐĞĚ  ‘ďĞŐŝŶŶĞƌ ? W
programme for inactive adult men. This paper reports on the findings of a large pragmatic controlled 
trial of the MOM programme; primarily in terms of its impact, up to 52 weeks, on fitness and fatness 
variables, and also on ƉĂƌƚŝĐŝƉĂŶƚƐ ? general health and well-being. Findings have informed the recent 
decision by the HSE to support the national roll out of MOM. This paper will support others seeking to 
a) engage men in their health via PA interventions and/or b) translate gender-specific PA intervention 
trials to  ‘ƌĞĂů-ǁŽƌůĚ ?population-based intervention programmes. 
 
Methods  
The efficacy and replicability (26) of MOM were investigated across 8 counties with a view to 
disseminating the programme nationally.  The full MOM study protocol is available elsewhere (24). 
Briefly, MOM is a free 12-week (W) programme targeting men who do not meet PA guidelines, are 
ůŝŬĞůǇƚŽďĞ ‘ĂƚƌŝƐŬ ?ŽĨs(27) and is delivered through Local Sports Partnerships (LSPs  W recreational 
sport providers).  It comprises of structured group exercise for 1 hour twice weekly, along with health-
related workshops (diet and mental well-being). The core components of the structured group 
exercise are cardiovascular fitness and strength and conditioning training; however, in keeping with 
good practice, some flexibility is catered for between programmes to ensure that core components 
were achieved in a ǁĂǇƚŚĂƚďĞƐƚƐƵŝƚĞĚƉĂƌƚŝĐŝƉĂŶƚƐ ?ŶĞĞĚƐ. Post 12W, groups are maintained by LSPs 
as per their regular practice. Notably, ~70% [n=342] of the 501 men who presented at baseline 
attended over 50% of the programme i.e. they attended weekly. The study received ethical approval 
from Waterford Institute of Technology Research Ethics Committee and has been registered with the 
 ‘/ŶƚĞƌŶĂƚŝŽŶĂů^ƚĂŶĚĂƌĚZĂŶĚŽŵŝƐĞĚ-Controlled Trial Number' registry [ISRCTN55654777]. 
Group Allocation  
A pragmatic controlled trial was adopted for this study. Eight LSPs were selected for inclusion in the 
ƐƚƵĚǇ ? ?ŝŶƚŚĞ ‘/ŶƚĞƌǀĞŶƚŝŽŶ'ƌŽƵƉ ? ?/' ?ĂŶĚ ?ŝŶƚŚĞ ‘ŽŵƉĂƌŝƐŽŶ-in-tĂŝƚŝŶŐ'ƌŽƵƉ ? ?' ? ?ĂĐŚ>^W
had a target to recruit 104 men across 3 community settings; the programme was delivered at 12 IG 
sites with 13 CG sites. Randomisation of sites was not done because of the risk of contamination, 
particularly in rural areas.  Group allocation occurred at LSP level and was not randomised; allocation 
was based on the point at which LSPs committed to the project.  
Data Collection  
All variables were assessed at baseline, 12W, 26W and 52W and were undertaken at designated group 
meeting times. Rescheduling of assessments was not possible. To minimise missing data, men were 
contacted by the LSP co-ordinator in the days before data collection and the absence of data for an IG 
participant does not necessarily indicate dropout. Dropout was defined as an IG participant who 
attended baseline data collection only. Participant flow through the programme is presented in figure 
1. Of those presenting at baseline, 63% of the IG and 73% of the CG had at least one follow-up 
assessment. At 12W, 50% of the IG and 61% of the CG were retested. At 52W 35% of the IG and 51% 
of the CG were retested. 
All frontline MOM staff underwent data collection training to ensure standardised measurement and 
questionnaire administration across sites. To safeguard against inter-tester errors, the same personnel 
conducted weight, height and waist circumference (WC) measures across sites. The three primary 
outcome measures for this study were aerobic fitness, percentage bodyweight and WC. Aerobic 
fitness was assessed using the one-mile walk/run test and participation was lower for this variable 
than for others. Fitness scores were estimated using the Daniels and Gilbert equation (29).  Mental 
well-being was assessed via the Warwick-Edinburgh Mental Well-being Scale (WEMEBS) (30), with 
social well-being was assessed via the Berkman-Syme (31) social network index at all time-points.  Self-
reported lifestyle behaviours were recorded via self-administered questionnaires, including PA, 
consumption of fruit and vegetables, smoking, consumption of alcohol and perception of health.  
Data Analysis 
The intervention targeted a 1 MET increase in aerobic fitness, a 5% reduction in bodyweight and a 
5cm reduction in WC. Numbers achieving those targets at 12W, 26W and 52W are presented as a 
percentage of (a) those tested at these time-points (best-case scenario) and (b) those (n=628, n=548 
for fitness) who participated in the programme to 12W and beyond (worst-case scenario). Missing 
data were not relevant for the best-case scenario analysis as only those present were included in the 
denominator at each time-point. All those with one post-baseline assessment were included in the 
denominator for this worst-case analysis (n=628), with imputation for missing data. The intervention 
effect on aerobic fitness, bodyweight and WC values was also determined by comparing the change 
scores from baseline at 12W (n=428-508), 26W (n=286-378) and 52W (n=269-390) between the 
groups using a one-way Analysis of Variance (ANOVA), without imputation for missing data. The 
ANOVA was undertaken using SPSS Complex Samples, which adjusts confidence intervals for the 
nesting of participants within 25 community groups.  
Of the 501 men who were tested at baseline and allocated to the IG, 315 (programme participants) 
were present for at least one further assessment, with the remainder (n=186) classed as early 
dropouts. Baseline differences between the IG participants and early dropouts and baseline 
differences between the IG and CG were determined using independent t-tests, Mann-Whitney U 
tests and Chi-Square analysis as appropriate. Significance was set at p<0.05. 
 
Results  
In total, 927 men registered for MOM; IG (n=501) and CG (n=426). The comparative demographic 
group means were as follows; IG: age = 52.0±10.7yr, height = 174.6±6.5cm, weight = 94.2±16.0kg; CG: 
age = 49.3±11.4yr, height = 176.0±6.6cm, weight = 91.0±15.9kg. Key baseline characteristics are 
published elsewhere (27).   
Intervention effect - mean differences 
There was a positive intervention effect on aerobic fitness, bodyweight and WC, with significantly 
greater change scores from baseline in the IG compared to the CG at 12W, 26W and 52W (table 1).  
Mean METS values were increased (p<0.05) by ~2 METS at 12W and 26W and still higher (p<0.05) than 
baseline (1.3 METS) at 52W. Bodyweight was reduced by 1.67, 1.92 and 2.07kg in the IG at 12W, 26W 
and 52W respectively. Waist circumference was reduced by 4.7cm, 4.5cm and 3.9cm in the IG at 12W, 
26W and 52W respectively. There was some evidence of small CG changes in aerobic fitness and WC 
at 26W and 52W (table 1). There was a positive intervention effect (p<0.05) on PA frequency and 
mental well-being at 12W and 26W but not 52W. There was no intervention effect on fruit and 
vegetable intake, alcohol consumption or social integration.   
Intervention effect ʹ percentage success rates 
The 1 MET increase in aerobic fitness targeted in the intervention was achieved by 73%, 71% and 51% 
of the IG men who presented for testing (best case scenario) at 12W, 26W and 52W respectively (table 
2). The 5% reduction in bodyweight targeted in the intervention was achieved by 13%, 16% and 22% 
of the IG men who presented for testing (best case scenario) at 12W, 26W and 52W respectively (table 
2). The targeted 5cm reduction in WC in the intervention was achieved by 48%, 45% and 42% of the 
IG men who presented for testing (best case scenario) at 12W, 26W and 52W respectively (table 2).  
When all IG programme participants are included in the denominator with imputation for missing 
data, the percentage success rates are reduced, particularly at the 52W time-point (table 2). A small 
percentage of the CG also achieved the targeted changes at specific time-points, though the 
probability of achieving the 5cm reduction in WC was considerably higher in the IG (table 2). 
Comparison of programme IG participants (n=315) vs early dropouts (n=186) 
At baseline, those allocated to the IG who went on to participate in the programme were slightly older, 
had higher levels of aerobic fitness and PA with a lower bodyweight and WC, compared to those who 
were classified as early dropouts (all p<0.05) (table 3). Compared to early dropouts, fewer programme 
participants self-reported health problems and more were in full-time employment or self-
employment (p<0.05) (table 3). 
 
Discussion  
This evaluation of a community-based, multiple site, group PA intervention (MOM), used a partnership 
model to ƚĂƌŐĞƚĂƚ ‘Ăƚ-ƌŝƐŬ ?ŵĞŶ(24), with a view to scaling up the programme for national roll-out. 
Results demonstrated a considerable increase in aerobic fitness, evident at 12W, maintained through 
26W with values still elevated 52W. The effects on bodyweight and WC were more modest but the 
initial losses were maintained through 26W to 52W. Findings provide strong evidence of programme 
efficacy but do need to be considered in the context of the dropout that occurred in this real-world 
intervention. 
Intervention efficacy was evaluated with reference to the change scores from baseline in the IG and 
CG but also in terms of the percentages that achieved the 1 MET fitness, 5% bodyweight and 5cm WC 
targets. The percentages achieving these targets were determined without and with imputation for 
missing data. The former approach reflects intervention efficacy in those who were part of the 
intervention at that time-point and available for testing, a likely best-case scenario, but indicative of 
results that can be achieved with ongoing participation in our MOM community groups. The latter 
approach, with imputation for missing data, reflects the successes that are likely to be achieved in a 
group of  ‘at-risk ? men who were part of the MOM intervention at some post-baseline time-point. We 
considered this to be the most appropriate denominator when estimating the original participating 
group success rates as the economic costs of delivering the programme relate to the size of this group 
who continued beyond baseline. These best-case and worst-case scenarios were similar at 12W but 
differences widened at 26W at 52W, particularly for those variables for which the intervention had 
the greatest effect.  
The aerobic fitness data at 12W and 26W represent the most notable intervention effect. The greater 
than 2 METS achieved post 12W in aerobic fitness equates to a potential 30% CVD risk reduction (32) 
and this was maintained to 26W. The 1 MET aerobic fitness target was achieved by over 70% of the 
12W and 26W participants. There was a loss in fitness gains at 52W, potentially due to a summer break 
lag in programme momentum. Nevertheless, the average improvement of 1.3 METS at 52W equates 
to a potential 20% CVD risk reduction (32), and is particularly important in the context of a previously 
inactive and overweight cohort. Even with the worst-case analysis and allowing for the summer break, 
nearly one-third of the IG achieved the 1 MET target at 52W. In line with the fitness changes, there 
were increases in weekly frequency of PA participation in the IG through 52W. The intervention also 
achieved a positive mental well-being effect at 12W and 26W in ongoing participants, with a reduction 
in this effect at 52W.  The mean change at 26W approximates the clinical meaningful score for the 
WEMWEBS tool (30). 
The programme effects on bodyweight and WC were more modest; not surprising perhaps for a PA-
focused intervention. If anything, the modest weight loss of ~2kg and targeted weight loss success 
rates were continuing to improve at 52W. It is unlikely that PA interventions will lead to a 5% change 
in bodyweight in the majority of participants. The significant reduction in WC at 52W (~4cm) equates 
to a CVD risk reduction of ~8% (33). This is particularly relevant to men who tend to accumulate 
adipose tissue in the trunk/abdomen (10). Waist circumference provides an accurate reflection of total 
and abdominal fat accumulation and associated health risks (34). At 52W, the 5cm waist reduction 
target was achieved by 42% of ongoing participants and 26% of the MOM participant group, which is 
likely to have a meaningful impact on population health if replicated in a national rollout.   
There were small unexpected positive changes in the CG, particularly in WC and fitness at 26W and 
52W. These changes might be attributed to a CG who were gearing up for the commencement of the 
intervention promised to them after their 52W assessments. 
The numbers presenting for re-testing at 52W was the disappointing element of this programme. It 
was an unrealistic expectation that we would sustain the engagement of the large numbers who 
presented at baseline. Early dropout is more ůŝŬĞůǇŝŶĂ ‘ƌĞĂů-ǁŽƌůĚ ?ƐĞƚƚŝŶŐ ?ďƵƚƚŚĞƌĞǁŝůůƐƚŝůůƌĞŵĂŝŶ
ĂůĂƌŐĞĐŽŚŽƌƚŽĨ ‘Ăƚ-ƌŝƐŬ ?ŵĞŶĨŽƌƌŝƐŬŝŵƉƌŽǀĞŵĞŶƚǁŝƚŚƉŽƚĞŶƚŝĂůŝŵƉĂĐƚŽŶƉŽƉƵůĂƚŝŽŶŚĞĂůƚŚĂŶĚ
well-being. More concerning is the reduction in numbers between 12W and 52W which impacted on 
a widening of best and worst-case analysis differences between these time-points. Although MOM 
was modelled on FFIT, notably, FFIT was predominantly a weight loss intervention where participants 
were rewarded for undertaking assessments (35). Weight loss assessments were readily made and 
FFIT participants were sometimes assessed in their own homes (36). We were limited to conducting 
group-based assessments in community settings at designated times and not all missed assessments 
were lost to the programme. Nevertheless, strategies will be needed in a national rollout to retain 
men beyond 12W and to avoid a long summer break. Additionally, MOM would possibly require 
restructuring to give more emphasis to healthy eating and weight management if targeting a 5% 
reduction in weight. 
Although not the primary purpose of this study, the comparison of ongoing participants to early 
dropouts reveals some noteworthy differences. Dropouts were more overweight, inactive and less fit 
with greater health problems. A national MOM roll-out will need to be sensitive to these factors.  The 
impact of self-reported health problems on early dropout was considerable and, clearly, alternative 
approaches will be necessary for this cohort. Further work relating to barriers and self-efficacy is 
needed (37). &ŝŶĚŝŶŐƐĂůƐŽĚƌĂǁĂƚƚĞŶƚŝŽŶƚŽƚŚĞǁŝĚĞƌƋƵĞƐƚŝŽŶŽĨǁŚĂƚĐŽŶƐƚŝƚƵƚĞƐ ‘ƐƵĐĐĞƐƐ ?ŝŶƚĞƌŵƐ
of adherence by  ?Ăƚ-ƌŝƐŬ ? groups to health promotion interventions in real-world settings (38). 
The absence of randomisation is the other major limitation of this evaluation. Although differences at 
baseline between the IG and CG in fitness and fatness variables were small, they were, nevertheless, 
statistically significant in the contest of the large sample size. Randomisation at an individual level was 
not conducted within community settings because contamination was a major risk, especially in rural 
Ireland. We recognise the limitation of non-randomisation at group level but also assert that the 
decision regarding LSP group assignment, is often a natural occurrence in building successful 
community-based interventions of this type ǁŝƚŚŵƵůƚŝƉůĞ  ‘ƉƌĂĐƚŝƚŝŽŶĞƌƉĂƌƚŶĞƌƐ ? (28). A number of 
>^WƐǁĞƌĞŝŶǀŽůǀĞĚŝŶƚŚĞƐƚƵĚǇ ?ƐĐŽŶĐĞƉƚŝŽŶĂŶĚĨƵŶĚŝŶŐĂƉƉůŝĐĂƚŝŽŶĂŶĚǁĞƌĞƚŚĞƌĞĨŽƌĞĂůůŽĐĂƚĞĚƚŽ
the IG. The research team decided to accept the limitation of non-randomisation to safeguard against 
the potentially more negative impact that randomisation would likely have on the strong group 
dynamic within the network of partners and consequently the integrity of programme delivery. 
In summary, the findings show that a gender-specific CBPA programme can enable previously inactive 
men to achieve, and sustain, significant increases in aerobic fitness as well as significant reductions in 
weight, waist measurements, and CVD risk. However, results highlight the challenges with maintaining 
adherence to CBPA interventions, particularly for  ‘Ăƚ-ƌŝƐŬ ? men. Against a backdrop of WHOs recent 
ĐĂůů ĨŽƌ ŵŽƌĞ  ‘ŐĞŶĚĞƌ-ƚƌĂŶƐĨŽƌŵĂƚŝǀĞ ? ŚĞĂůƚŚ ƉƌŽŵŽƚŝŽŶ ĂƉƉƌŽĂĐŚĞƐ ƚŽ ĞŶŐĂŐŝŶŐ ŵĞŶ (4), findings 
address an important gap in public health practice by informing the translational scale-up of a small 
controllable gender-specific PA intervention, MOM, to a national population-based PA intervention 
targeting inactive men. 
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Key Points:   
x Findings show that a gender-specific CBPA programme can enable previously inactive men to 
achieve, and sustain, significant increases in aerobic fitness as well as significant reductions in 
weight, waist measurements, and CVD risk. 
x &ŝŶĚŝŶŐƐŚĂǀĞƉƌŽŵƉƚĞĚƚŚĞŶĂƚŝŽŶĂůƌŽůůŽƵƚŽĨ ‘DĞŶŽŶƚŚĞDŽǀĞ ?ŝŶ/ƌĞůĂŶĚĨƌŽŵ ? ? ? ? ? 
x The results presented highlight the challenges with maintaining adherence to CBPA 
intervention for men, particularly amongsƚƚŚŽƐĞŵŽƐƚ ‘Ăƚ-ƌŝƐŬ ?. 
x Findings address an important gap in public health practice by informing the translational 
scale-up of a small controllable gender-specific PA intervention to a national population-based 
PA intervention targeting inactive men. 
References 
1.  White A, Sousa B De, Visser R De, Hogston R, Madsen SA, Makara P, et al. EU 2011 . The State 
ŽĨDĞŶ ?Ɛ,ĞĂůƚŚŝŶƵƌŽƉĞZĞƉŽƌƚ ?/ŶƚĞƌŶĞƚ ? ? ? ? ? ? ? ? ?Ɖ ?ǀĂŝůĂďůĞĨƌŽŵ PĚŽŝ P ? ? ? ? ? ? ? ? ? ? ? ? ? 
2.  Richardson N. 'ĞƚƚŝŶŐŝŶƐŝĚĞŵĞŶ ?ƐŚĞĂůƚŚ ? ? ? ? ? ?ǀĂŝůĂďůĞĨƌŽŵ Pǁǁǁ ?ŚĞĂůƚŚƉƌŽŵŽƚŝŽŶ ?ŝĞ 
3.  t,K ?^ƚƌĂƚĞŐǇŽŶŵĞŶ ?ƐŚĞĂůƚŚĂŶĚǁĞůů-being in the WHO European Region (2016). 
2016;5(September):17 W20. Available from: http://www.euro.who.int/en/health-
topics/health-determinants/gender/publications/2016/strategy-on-womens-health-and-well-
being-in-the-who-european-region-2016 
4.  WHO. The health and well-ďĞŝŶŐŽĨŵĞŶŝŶƚŚĞt,KƵƌŽƉĞĂŶZĞŐŝŽŶථ PďĞƚƚĞƌŚĞĂůƚŚƚŚƌŽƵŐŚ
a gender approach. 2018; Available from: 
http://www.euro.who.int/en/publications/abstracts/the-health-and-well-being-of-men-in-
the-who-european-region-better-health-through-a-gender-approach-2018 
5.  t,K ?&ĂĐƚƐŚĞĞƚŽŶŵĞŶ ?ƐŚĞĂůƚŚĂŶĚǁĞůů-being in the WHO European Region. 2016;24. 
Available from: http://www.euro.who.int/__data/assets/pdf_file/0003/333912/strategy-
womens-health-en.pdf?ua=1 
6.  ĞƉĂƌƚŵĞŶƚŽĨ,ĞĂůƚŚĂŶĚŚŝůĚƌĞŶ ?EĂƚŝŽŶĂůDĞŶ ?Ɛ,ĞĂůƚŚWŽůŝĐǇ ? ? ? ?- 2013. 2013. 168 p.  
7.  Morgan K, McGee H, Watson D, Perry I, Barry M, Shelley E, et al. SLÁN 2007: Survey of 
Lifestyle, Attitudes & Nutrition in Ireland. Dep Heal Child. 2008;  
8.  Healthy Ireland. Healthy Ireland Survey 2015: Summary of Findings. 2015. 1-60 p.  
9.  Villareal DT ?ƉŽǀŝĂŶD ?<ƵƐŚŶĞƌZ& ?<ůĞŝŶ^ ?KďĞƐŝƚǇŝŶŽůĚĞƌĂĚƵůƚƐථ PƚĞĐŚŶŝĐĂůƌĞǀŝĞǁĂŶĚ
position statement of the American Society for Nutrition and NAASO , The Obesity. Am J Clin 
Nutr. 2005;(April 2005).  
10.  Krotkiewski M, Bjorntorp P, Sjostrom L, Smith U. Impact of obesity on metabolism in men and 
women. Importance of regional adipose tissue distribution. J Clin Invest. 1983;72(3):1150 W62.  
11.  Kuk JL, Lee S, Heymsfield SB, Ross R. Waist circumference and abdominal adipose tissue 
distribution: influence of age and sex. Am J Clin Nutr. 2005;81(6):1330 W4.  
12.  Larsson B, Svardsudd K, Welin L, Wilhelmsen L, Bjorntorp P, Tibblin G. Abdominal adipose 
tissue distribution, obesity, and risk of cardiovascular disease and death: 13 year follow up of 
participants in the study of men born in 1913. Bmj. 1984;288(6428):1401 W4.  
13.  Rexrode KM, Carey VJ, Hennekens CH, Walters EE, Colditz GA, Stampfer MJ, et al. Abdominal 
Adiposity and Coronary Heart Disease in Women. Jama. 1998;280(21):1843 W8.  
14.  McPherson K, Turnbull J. Body Image Satisfaction in Scottish Men and Its Implications for 
Promoting Healthy Behaviors. Int J Mens Health. 2005;4(1):3 W12.  
15.  Soares-Miranda L, Siscovick DS, Psaty BM, Longstreth WT, Mozaffarian D. Physical Activity 
and Risk of Coronary Heart Disease and Stroke in Older Adults. Circulation. 2016;133(2):147 W
55.  
16.  Shook RP, Hand GA, Drenowatz C, Hebert JR, Paluch AE, Blundell JE, et al. Low levels of 
physical activity are associated with dysregulation of energy intake and fat mass gain over 1 
year 1 , 2. Am J Clin Nutr. 2015;102(March):1332 W8.  
17.  Department of Transport  tourism and sport. The National physical activity plan for Ireland. 
Heal Irel. 2016;  
18.  Department of Health and Children, Health Service Executive. The National Guidelines on 
Physical Activity for Ireland. Children. 2009;1 W32.  
19.  Heath GW, Parra DC, Sarmiento OL, Andersen LB, Owen N, Goenka S, et al. Evidence-based 
intervention in physical activity: Lessons from around the world. Lancet [Internet]. Elsevier 
Ltd; 2012;380(9838):272 W81. Available from: http://dx.doi.org/10.1016/S0140-
6736(12)60816-2 
20.  WHO. a Guide for Population-Based Approaches To Increasing Levels of Physical Activity: 
Implement Who Glob Strateg Diet, Phys Act Heal. 2007;24.  
21.  Lefkowich M, RicharĚƐŽŶE ?ZŽďĞƌƚƐŽŶ^ ? “/ĨtĞtĂŶƚƚŽ'ĞƚDĞŶŝŶ ?dŚĞŶtĞEĞ ĚƚŽƐŬ
DĞŶtŚĂƚdŚĞǇtĂŶƚ ? PWĂƚŚǁĂǇƐƚŽĨĨĞĐƚŝǀĞ,ĞĂůƚŚWƌŽŐƌĂŵŝŶŐĨŽƌDĞŶ ?ŵ:DĞŶƐ,ĞĂůƚŚ ?
2015;1 W34.  
22.  ĂƌƌŽůůW ?<ŝƌǁĂŶ> ?>ĂŵďĞ ?ŶŐĂŐŝŶŐ ‘ŚĂƌĚƚŽƌĞĂĐŚ ?ŵĞŶŝŶĐŽŵŵƵŶŝƚǇďĂƐĞĚŚĞĂůƚh 
promotions. Int J Heal Promot Educ [Internet]. 2014;5240(June):1 W11. Available from: 
http://www.tandfonline.com/eprint/geQuUyA5P6Eapkwu5Yra/full#.U0fIPdhOUeG 
23.  Pringle A, Zwolinsky S, Smith A, Robertson S, McKenna J, White A. The pre-adoption 
demograpŚŝĐĂŶĚŚĞĂůƚŚƉƌŽĨŝůĞƐŽĨŵĞŶƉĂƌƚŝĐŝƉĂƚŝŶŐŝŶĂƉƌŽŐƌĂŵŵĞŽĨŵĞŶ ?ƐŚĞĂůƚŚ
delivered in English Premier League football clubs. Public Health [Internet]. Elsevier Ltd; 
2011;125(7):411 W6. Available from: http://dx.doi.org/10.1016/j.puhe.2011.04.013 
24.  Carroll P, Harrison M, Richardson N, Robertson S, Keohane A, Kelly L, et al. Evaluation of a 
Gender-Sensitive Physical Activity Programme for Inactive Men in Ireland: Protocol Paper for 
a Pragmatic Controlled Trial. J Phys Act Res. 2018;Vol. 3(No. 1):20 W7.  
25.  Foster C, Hillsdon M, Thorogood M, Kaur A. Interventions for promoting physical activity. 
Cochrane Database Syst Rev [Internet]. 2014;9(1):1 W90. Available from: 
http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=medl&NEWS=N&AN=240855
92%5Cnhttp://www.ncbi.nlm.nih.gov/pubmed/24085592 
26.  Canavan L. Men on the Move Activity Programme  W Evaluation Report. 2013; Available from: 
https://www.mhfi.org/news/286-men-on-the-move-programme.html 
27.  Kelly L, Harrison M, Richardson N, Carroll P, Robertson S, Keohane A, et al. Reaching beyond 
ƚŚĞ ‘ǁŽƌƌŝĞĚǁĞůů ? PƉƌĞ-ĂĚŽƉƚŝŽŶĐŚĂƌĂĐƚĞƌŝƐƚŝĐƐŽĨƉĂƌƚŝĐŝƉĂŶƚƐŝŶ ‘DĞŶŽŶƚŚĞDŽǀĞ ? ?Ă
community-based physical activity programme. J Public Health (Bangkok) [Internet]. 2018 
Aug 18; Available from: https://academic.oup.com/jpubhealth/advance-
article/doi/10.1093/pubmed/fdy134/5076118 
29.  ĂŶŝĞůƐ: ?ĂŶŝĞůƐ ?ZƵŶŶŝŶŐ&ŽƌŵƵůĂ ? ?ƌĚĞĚ ?dŚŝƌĚĚŝƚ ?ŚĂŵƉĂŝŐŶ P,ƵŵĂŶ<ŝŶĞƚŝĐƐ ? ? ? ? ? ? 
30.  Stewart-brown S. Warwick-Edinburgh Mental Well-being Scale User Guide. Heal (San Fr. 
2008;(June).  
31.  BERKMAN LF, SYME SL. Social Networks, Host Resitance, and Mortalitiy: A Nine-year Follow-
up Study of Alameda County Residents. Am J Epidemiol [Internet]. 1979 Feb;109(2):186 W204. 
Available from: https://academic.oup.com/aje/article/74197/SOCIAL 
32.  <ŽĚĂŵĂ^ ?^ĂŝƚŽ< ?dĂŶĂŬĂ^ ?DĂŬŝD ?zĂĐŚŝz ?ƐƵŵŝD ?ĞƚĂů ?>/E//E ?^KZEZ
Cardiorespiratory Fitness as a Quantitative Predictor of All-Cause Mortality and 
Cardiovascular Events. Am Med Assoc. 2009;301(19):2024 W35.  
33.  De Koning L, Merchant AT, Pogue J, Anand SS. Waist circumference and waist-to-hip ratio as 
predictors of cardiovascular events: Meta-regression analysis of prospective studies. Eur 
Heart J. 2007;28(7):850 W6.  
34.  Lean ME, Han TS, Morrison CE. Waist circumference as a measure for indicating need for 
weight management. BMJ. 1995;311(6998):158 W61.  
35.  Hunt K, Wyke S, Gray CM, Anderson AS, Brady A, Bunn C, et al. A gender-sensitised weight 
loss and healthy living programme for overweight and obese men delivered by Scottish 
Premier League football clubs (FFIT): A pragmatic randomised controlled trial. Lancet 
[Internet]. 2014;383(9924):1211 W21. Available from: http://dx.doi.org/10.1016/S0140-
6736(13)62420-4 
36.  Wyke S, Hunt K, Gray CM, Fenwick E, Bunn C, Donnan PT, et al. Football Fans in Training 
(FFIT): a randomised controlled trial of a gender-sensitised weight loss and healthy living 
programme for men  W end of study report. Public Heal Res [Internet]. 2015;3(2):1 W130. 
Available from: http://www.journalslibrary.nihr.ac.uk/phr/volume-3/issue-2 
37.  Orenstein DR. The Determinants of Physical Activity and Exercise. 1984;(1).  
38.  HSE UK; Social Inclusion Branch. Successful interventions with hard to reach groups. 2004.  
 
 
 
 
 
 
Table 1: Change scores of the IG and CG between baseline and 12W, 26W and 52W 
 Baseline Baseline to 12W Baseline to 26W Baseline to 52W 
 Mean±SE (N) 
Fitness (METS) 
IG 
 
5.61±1.75 
(435) 
2.27±0.28* 
(216) 
2.34±0.29* 
(124) 
1.32±0.13* 
(119) 
CG 
 
6.60±2.41# 
(362) 
0.07±0.14 
(212) 
0.45±0.17 
(162) 
0.40±0.14 
(150) 
Waist Circumference (cm) 
IG  
 
107.71±12.44 
(495) 
-4.67±0.62* 
(246) 
-4.51±0.87* 
(171) 
-3.88±0.64* 
(170) 
CG 
 
102.12±13.08# 
(423) 
-0.13±0.43 
(255) 
-1.82±0.47 
(197) 
-0.72±0.42 
(211) 
Weight (kg) 
IG 
 
94.12±16.04 
(501) 
-1.67±0.29*  
(250) 
-1.92±0.32*  
(178) 
-2.07±0.27* 
(174) 
CG 
 
91.01±15.87#  
(426) 
0.05±0.19  
(258) 
0.03±0.19 
(200) 
-0.18±0.19 
(216) 
BMI (kg/m2) 
IG 
 
30.83±4.67 
(501) 
-0.55±0.09* 
(250) 
-0.64±0.11* 
(177) 
-0.68±0.09* 
(174) 
CG 
 
29.40±4.96# 
(425) 
0.02±0.06 
(258) 
0.01±0.806 
(200) 
-0.06±0.06 
(216) 
Number of days Physical Activity per week totalling 30 minutes or more 
IG 
 
3.02±1.97 
(485) 
1.03±0.11* 
(237) 
1.04±0.14* 
(170) 
1.49±0.77* 
(170) 
CG 
 
3.61±2.19# 
(410) 
0.11±0.10 
(246) 
0.33±0.12 
(192) 
0.40±0.19 
(202) 
Previous day Fruit and Vegetable intake (portions) 
IG 
 
3.93±1.5  
(496) 
0.46±0.13  
(244) 
0.43±0.13  
(175) 
0.19±0.13  
(173) 
CG 
 
3.97±1.7 
(410) 
0.08±0.06 
(248) 
0.21±0.09  
(189) 
0.36±0.05 
(202) 
Weekly Alcohol Consumption (units) 
IG 
 
9.69±5.4  
(385) 
0.06±0.17 
(182) 
-0.02±40.39 
(121) 
-0.66±0.29 
(133) 
CG 
 
9.92±5.1 
(333) 
-0.22±0.20 
(201) 
-0.38±0.28 
(155) 
-0.49±0.05 
(156) 
Mental Well-Being (WEMWBS) 
IG 
 
50.90±8.1 
(466) 
2.23±0.52* 
(204) 
2.90±0.50* 
(151) 
1.88±0.42 
(150) 
CG 
 
52.06±8.0# 
(393) 
0.30±0.37 
(226) 
0.35±0.56 
(182) 
0.89±0.45 
(186) 
Social Integration (BSSNI) 
IG 
 
16.41±6.1 
(418) 
-0.28±0.28 
(187) 
0.38±0.31 
(125) 
0.28±0.31 
(123) 
CG 
 
16.45±6.0# 
(361) 
-0.53±0.24 
(201) 
-0.48±0.28 
(150) 
-0.28±0.29 
(161) 
Key: W = week; SD = Standard Deviation; N = number; METS = 1 metabolic equivalent (1 MET) = 3.5ml/kg/min; IG = Intervention Group; CG 
= Comparison-in-waiting Group; cm = centimetre; kg = kilogram; BMI = Body Mass Index; m2 = metre squared; WEMWBS = Warwick-
Edinburgh Mental Well-being Scale; BSSNI = Berkman-Syme Social Network Index. # = statistical significance (p<0.05) compared to change 
score in CG. * = statistical significance (p<0.05) compared to group baseline score. The analysis takes into account the change between 
groups from baseline. 
 
  
Table 2: Best- and worst-case scenario for the percentage of men who achieved targeted changes in fitness and fatness at 12W, 26W and 52W  
 N = without imputation 
(N = with imputation) 
IG CG Relative Risk of achieving target in IG 
FITNESS (METS)     
1 MET increase in fitness @ 12W 428 
(548) 
73.1% 
(68.5%) 
18.4% 
(18.3%) 
3.98 (95% CI 2.96  W 5.34) 
3.74 (95% CI 2.85  W 4.91) 
1 MET increase in fitness @ 26W 286 
(548) 
71.0%  
(43.5%) 
24.7% 
 (19.5%) 
2.87 (95% CI 2.15  W 3.85) 
2.23 (95% CI 1.68  W 2.97) 
1 MET increase in fitness @ 52W 269 
(548) 
51.3% 
 (31.4%) 
20.0% 
 (13.9%) 
2.56 (95% CI 1.78  W 3.69) 
2.00 (95% CI 1.61  W 3.19) 
WAIST CIRCUMFERENCE     
5cm reduction in waist circumference @12W 501 
(624) 
48.4% 
(44.3%) 
10.4% 
(10.6%) 
4.66 (95% CI 3.19  W 6.81) 
4.19 (95% CI 2.94  W 5.88) 
5cm reduction in waist circumference @26W 375 
(624) 
45.4%  
(30.6%) 
20.4% 
(15.2%)  
2.23 (95% CI 1.62  W 3.06) 
2.02 (95% CI 1.48  W 2.75) 
5cm reduction in waist circumference @52W 389 
(624) 
42.0%  
(26.1%) 
15.8%  
(12.6%) 
2.65 (95% CI 1.86  W 3.78) 
2.08 (95% CI 1.47  W 2.94) 
WEIGHT     
5% reduction in bodyweight @12W 511 
(628) 
13.5% 
(13.0%) 
1.5% 
(1.3%) 
8.81 (95% CI 3.17  W 24.45) 
10.19 (95% CI 3.69  W 28.10) 
5% reduction in bodyweight @26W 378  
(628) 
16.3% 
 (12.1%) 
4.5% 
 (3.8%) 
3.62 (95% CI 1.76  W 7.44) 
3.15 (95% CI 1.68  W 5.91) 
5% reduction in bodyweight @52W 391 
 (628) 
21.8% 
 (13.7%) 
5.5% 
 (4.8%) 
3.95 (95% CI 2.13  W 7.32) 
2.85 (95% CI 1.62  W 5.02) 
Note: N = number; IG = Intervention Group; CG = Comparison-in-waiting Group; METS = 1 metabolic equivalent (1 MET) = 3.5ml/kg/min; W = week; CI = Confidence Interval; 
cm = centimetre; % = percentage.  
Percentages have as the denominator those who presented for retesting at each time-point and also (in parenthesis) all those who engaged with the programme beyond the 
baseline assessments with imputation for missing data 
 
 
 
 
 
Table 3: Baseline characteristics of Intervention Group Participants (n=315) and Early Dropouts 
(n=186) 
 Participants (PT) Dropouts (DO)  
 
Mean±SD (N) / Mean (IQR) / % (N) p-value 
Age, Fitness and Fatness 
Age (years) 52.7±10.2 (311) 50.7±10.9 (182) p=0.040 
Weight (kg)  92.2±14.1 (315) 97.3±18.5 (186) p<0.001 
Waist Circumference (cm)  105.9±10.8 (310) 110.7±14.3 (185) p=0.003 
BMI (kg/m2)  30.1±4.1 (315) 32.1±5.3 (186) p=0.010 
METS  5.7±1.8 (294) 5.3±1.7 (139) p=0.022 
Mental well-being and social integration 
Mental Well-Being (WEMWBS) 51.61±7.8 (297) 49.64±8.6 (169) p=0.140 
Social Integration (BSSNI) 16.43±6.1 (272) 16.38±6.1 (146) p=0.623 
Perceived health status and self-reported health behaviours 
% self-reporting health problems 32.9 (96) 50.6 (86) p<0.001 
Physical activity >30minutes (days/week)  3.0 (1.0  W 4.0) 2.0 (1.0  W 4.0) p=0.033 
Previous day fruit and veg intake (portions) 4.0 (3.0  W 5.0) 4.0 (3.0  W 5.0) p=0.359 
% who are current drinkers 79.2 (248) 75.4 (138) p=0.323 
Weekly Alcohol Consumption a 8.0 (6.0  W 12.0) 10.0 (7.5  W 14.0) p=0.086 
% who currently smoke 9.3 (29) 13.5 (25) p=0.144 
Education, martial and employment status 
% reporting some third level education 43.7 (136) 39.9 (73) p=0.404 
% married/co-habiting b 79.9 (250) 74.7 (139) p=0.180 
% in full time employment or self-employed c 65.0 (204) 53.3 (98) p=0.010 
Key: PT = Participants (participant in intervention group who attended baseline and at least one other data collection); DO = 
Dropouts (participant in intervention group who attended baseline data collection only); SD = Standard Deviation; IQR = 
Inter-Quartile Range; % = percentage; N = number; kg = kilograms; cm = centimetres; BMI = Body Mass Index; m2 = metres 
squared; METS = 1 metabolic equivalent (1 MET) = 3.5ml/kg/min; WEMWBS = Warwick-Edinburgh Mental Well-being Scale; 
BSSNI = Berkman-Syme Social Network Index; Statistical Significance p<0.05. 
a Alcohol Units; Pint = 2 units, ½ Pint = 1 unit, Glass of wine (large) = 2 units, Spirit measure = 1 unit. 
b Other categories; separated/divorced, widowed, single, in a relationship 
c Other categories; looking after family home, student, employed (part-time), unemployed, retired, volunteer, unable to 
work due to long-term illness 
 
 
 
 
 
 
 
 
Figures Legend  
Figure 1: Participant flow through the MOM programme 
 
 
